The aim of this study was to analyze maxillofacial region fractures during the past 20 years in the Department of Maxillofacial Surgery in Prishtina. With this increase the methods of treating fractures in this region are also changing.
INTRODUCTION
Maxillofacial traumatology includes a wide range of facial injuries to the facial skeletons and jaw, for which a wide spectrum of healing methods are available. Although oral and-maxillofacial trauma can be quite impressive, it is rare that a patient's life is at risk. However, for the family members, the patient's facial physiognomy changes, causing emotional shock even in cases of small facial injuries (1) . Maxillofacial region fractures are frequent, and their frequency is high because the face is exposed and unprotected .The main etiological factors of fractures of the maxillofacial region are traffic accidents, interpersonal conflicts, sports, industrial trauma, etc. Thirty years after World War II, fractures caused by traffic accidents dominated in 30-60% of the cases (2) . Perkins and Layton (1988) studied etiological factors, and concluded that there had been some changes in the last 20 years (3) . In most economically developed countries, a decrease in the number of fractures caused by traffic accidents and an increase in the number of fractures caused by interpersonal conflicts and sports has become apparent (4). These pathologies occur more in males than in females, with an approximate ratio of 3:1. To some extent, this is in accordance with etiological causes of this pathology. Most of the injured are between ages 8-30 years (5) . The most affected bone is the mandible.
The purpose of this paper is to investigate a problem that has not yet been explored in our country in terms of epidemiological and statistical views. In addition, this research aims to provide exact data connected with epidemiological characteristics of this pathology in our region.
MATERIALS AND METHODS
The histories of all patients with trauma who were hospitalized in the Maxillofacial Surgery Department in Prishtina from the period since the opening of the clinic in 1983 until 2005 have been examined. This study has not included soft tissue injuries of the maxillofacial region and dental injuries; neither has it included trauma patients treated on an outpatient basis. The main focus of our research is fractures of the maxillofacial region treated at the Clinic of Maxillofacial Surgery during the period 2001-2005. When it seemed reasonable to do so, the results were compared to fractures from the period 1983 to 2000.
Th e data obtained are presented in tables and graphs and the corresponding parameters are also presented showing statistical structure, arithmetic mean, standard deviation, range, chisquare test and t-test. Verifi cation of tests has been done with the degree of reliability of 99.7% (p <0.01) and the reliability of 95% (p <0.05).
RESULTS
In Falls represented the largest number of maxillofacial injuries in children, ages 0-9 years (43.9% of all cases in this age group). 
Chitest p ** according to age and gender * signifi cant ** nonsignifi cant (Figure 1 and 2 ). For the 2001-2005 period, the most broken bone was the mandible, occurring in 262 or 75.3% of all patients. Th e zygomatic bone was next, occurring 74 times or 21.3%. Th e maxilla followed with 68 incidences representing 19.5%. (Table 5 ). In regard to broken bones during time periods, we found a higher Table 5 . Maxillofacial fractures according to the involved bone and sex (Figure 3 ). In the 0-59 year old age group, the most commonly broken bone was the mandible. Th e mandible represented a total of 82.9% of all broken bones in the age group 0-9 years; 82.5% of those 10-19 years old; 77.0% of the 30-39 group; 75.6% of those 40-49 years; and 71.2% of those 20-29 years. In the age group 60 and older the more frequently broken bone was the zygomatic bone in 64.3% of all cases. (Table  6 ). Of the 262 mandible fractures, the largest number, 84 or 32.1%, were caused as a result of interpersonal confl icts. Traffi c accidents were responsible for 80 or 30.5% of the fractures, and sports-related accidents accounted for 56 or 21.4% of the total number of mandible fractures. While fractures of the maxilla were primarily caused as a result of traffi c accidents in 27 or 39.7%, 17 or 25% were the result of interpersonal confl icts, and injuries in sport accounted for 11 fractures or 16.2%. Th e main cause of zygomatic bone fractures was also due to traffi c accidents (31 or 41.9%); interpersonal confl icts (18 or 24.3%) were second; and sports injuries were third (10 or 13.5%). Nonsurgical treatment was primarily used in mandible fractures (62.6%). It was also used in maxilla fractures (29.4%) and broken nasal bones (20.0%). Surgical methods of treatment were used in all cases of naso-orbito-ethmoid complex, and when orbit and cranial bases were involved. (Table 7 ,8,9, Figure 4 and 5). In 31% of all cases, the duration of injury-treatment was one day. In 20.4% of the cases, it was two days, and in 15.5% of the cases, it was seven days.
DISCUSSION
Th e occurrences of maxillofacial fractures compared with general human pathology is 32-18 patients in 100,000 hospitalized people (6) . In the surgery clinic for the face, jaws and mouth in Zagreb, Croatia, maxillofacial trauma represents 20% of all hospitalized patients, accounting for approximately 500 patients per year (1) . In 1983 author J. Dula from Kosovo published data indicating that trauma to the maxillofacial region was present in 23.34% of all cases in comparison with other pathologies in this region. In regard to the seasons, maxillofacial fractures appear with diff erent Table 9 . Duration of injury-treatment 13 (12) . Interpersonal confl icts were etiological causes of maxillofacial fractures in 42% of all cases; traffi c represented 26%; and falls accounted for 17%. Th is study shows that human behavior has become more severe in nature. Assault with a fi st as an etiologic agent has increased 7.3%; use of guns has increased 5.7%; bicycle accidents are up 19.3%, while most car accidents have dropped to 31.6%. In Brazil etiologic agents are dominated by traffi c accidents at 45%; interpersonal confl icts at 22.6%; falling, 17.9%; sports, 7.8%; and work injuries, 4.5% (13) .
In the UAE (Deogratius 2003 ) interpersonal confl icts dominate with 57.6%, followed by falls at 19.7%, and traffi c accidents at a mere 13.7%. In Melbourne, Australia (Shahim FN, Cameron P., 2004) traffi c accidents as a cause of maxillofacial fractures dominate at 70% of all cases followed by falls, which account for 15% (14) . In China traffi c accidents lead the causes of maxillofacial region fractures and are represented in 30.6% of all cases. Falls are in second place at 21.4%, followed by interpersonal confl icts at 15.8% (15) . In Pakistan, traffi c accidents dominate at 56%; followed by falls, 23%; gunshot injuries, 9%; sports, 5%; interpersonal confl icts,4%; and animal injuries, 3%. According to these authors, the results may be infl uenced by geographical circumstances and work (16) . In Rome, Italy 37% of maxillofacial fractures are caused by motorcycle accidents, followed by traffi c accidents at 27%. In descending order sports are next at 15%, interpersonal confl icts at 11%, and falls at 2% (17) .
In 1983 author J. Dula of Kosovo published data that indicated that the etiological factors were falls at 42.97%; interpersonal confl icts at 19.81%; animals at 10.74%, while traffi c accidents at that time were only 9.12%. Trauma caused by animals during this period in Kosovo were presented as a fairly high percentage by comparison to today's statistics, which indicate that animals are responsible for only 1.4% of all maxillofacial trauma cases. Also the number of maxillofacial region fractures caused by traffi c accidents has increased quite a lot as etiological factors of fractures in this region, from 9.12% to 43.1%, reduced again to 32%. According to this the number of maxillofacial fractures caused by interpersonal confl icts is increasing in Kosovo.
Oikarinen (20) . According to most authors, maxillofacial fractures should be treated with open reduction and fracture repair as soon as possible. Fractures of the orbit may cause aesthetic and functional deformities, and that is why adequate treatment and correct timing is considered very important for good surgical results. Most orbital fractures should be treated in the fi rst week aft er injury. Authors RM Carr and RH Mathog have conducted research where they analyzed the zigomaticomaxillary fractures and came to the conclusion that these fractures can be treated up to the fi rst 21 days with primary surgery (21) . Aft er day 21 osteotomys are needed until four months aft er injury. Aft er four months bone graft s should be applied.
